'blocked beds'. 6 The present study looked into placement of patients from hospital to nursing and residential homes, or to their own home, under the intensive domiciliary care scheme for three months before and nine months after 'assessment and care management' was introduced.
METHODS
Patients admitted to the Department of Health Care for the Elderly in the Ulster Hospital, under our care who were discharged for the first time to nursing or residential homes, or to their own home, under the intensive domiciliary care scheme were studied. Patients admitted after 31/12/93 were not included. Those discharged between 1/1/93 and 31/3/93 formed group 1, and those discharged after 1/4/93 via 'assessment and care management' formed group 2. Patients discharged after 1/4/93 to nursing or residential homes but not via 'assessment and care management' (self-funding) formed group 3 and those discharged after 1/4/93 from all other wards in the Ulster Hospital (mainly medical) via 'assessment and care management' formed group 4. To avoid bias in lengths of stay, patients receiving continuing care in hospital who were subsequently discharged were excluded. Patients who died in hospital, or who were discharged to respite or convalescent care, or to rehabilitation units, or to hospices (Beaconfield or the Northern Ireland Hospice) were also excluded. Seven patients were excluded from group 4 due to insufficient data. Information was collected retrospectively from the full case notes, and social work records in groups 1 to 3, and entered onto a computer database. Age, sex, domicile, source of admission, type of admission, date of admission, date of commencement of comprehensive assessment ('assessment and care management') by the social worker, date of referral to the care manager, main diagnosis, discharge date and discharge placement were recorded. For patients who were self-funding and for those patients who were discharged before 1/4/ 93, the date of referral to relatives for placement following discussions between the social worker, patient and carer, was taken as the equivalent of the date of referral to the care manager. For group 4 patients information was drawn only from social work records. This included age, date of admission, date of commencement of comprehensive assessment ('assessment and care management') by the social worker, date of referral to the care manager, discharge date and discharge placement. All group 4 patients were care managed. Main diagnoses were divided into systems. If no underlying cause was found the diagnoses of 'falls' and 'poor mobility' were recorded under the locomotor system. The abbreviated mental test score7 (maximum = 10) was recorded for groups I to 3, a score of less than 7 outof 10 was classified as dementia. The Barthel score 8 (maximum = 20) was used to measure functional ability in groups I to 3. A score of 0 to 6 was classed as severe disability, 7 to 13 as moderate disability and > 13 as mild disability. The data were analysed using FileMaker Pro for Windows (Database) and STATVIEW on an Apple Macintosh computer using Chi-squared, Fisher 
DISCUSSION
The concept of community care for the elderly, the mentally ill and the handicapped is that individuals need to live in a community, not an institution.9 For 'assessment and care management' to be implemented the person at risk must first be identified.4 The time taken for the ward social worker to fully process a case for 'assessment and care management' is 4-5 hours, on average. This workload, which involves contact with the patient (19% of social work time) and carer (25% of social work time), liaison with the care manager (10% of social work time) and other professionals, and completion of an assessment schedule (20% of social work time) and assessment of means, has not been fully allowed for in the planning process.'I Even those patients who will be self-funding must initially be processed along the same lines as for the full care management process.
The number of subjects in the present study is small and the trends described need to be confirmed by a larger prospective multi-centre study which can better take into account the complexities of the inter-related issues that contribute to the final outcomes measured by placement and length of stay in the present study. We found no evidence of delay in the ward social worker recognizing clients who might need 'assessment and care management'. Delays occurred when there was difficulty in obtaining adequate details from carers about the patient's financial status and social circumstances, and when carers failed to realize that care management was necessary. Confused patients who had no carers were a particular problem. The mean length of time before the consultant geriatrician referred a case for nursing home care, and for the social worker to process the case before the care manager took over, was 14 and 17.5 days respectively. This suggests that the complexity and availability of social work input into care management is an important factor in hospital stay. While an appraisal of care management3 reported no complaints about the process, the present study showed a prolonged wait in hospital for patients subsequently discharged home on the intensive domiciliary care scheme (32.7 days for intensive domiciliary care scheme compared to 19.0 days for private nursing home, Table 2 ). This was due in part to the slowness of some district social services in staffing this scheme and providing adequate packages of care for severely dependent patients, and also to the complexity of arranging care for such patients. The mean length of time before onward referral to the care manager for the scheme was 50.9 days, with a mean of 15.5 days before referral by the consultant to the social worker and 35.4 days before the case was handed over to the care manager by the social worker. There was no significant difference in lengths of stay between care managed patients from South and East Belfast (mean 56 days) and North Down and Ards (mean 68.8 days) community units of management.
The average length of stay in those discharged before the introduction of care management (group 1) was 35.4 days compared with 59.8 days in assessment and care management patients (group 2). Part of this difference may be explained by the favourable financial climate which existed for placing patients in private nursing homes prior to April 1993.11 In self-funding patients discharged after April 1 st (group 3) the mean length of stay, which should have approximated that in group 1, was 53.9 days. One effect of 'assessment and care management' has been to prolong the period between admission and the case being passed on to the care of the care manager for further assessment and placement (Table  2 ). This prolongation was contributed to by the reluctance of some carers to consider care management, and their reticence in attending appointments with the ward social worker. The intensive domiciliary care scheme, which is not means tested at present, requires more complex planning than discharge to nursing home care. Financial concerns, availability of relatives and disputes between them, worries about ability to cope and tardiness in looking for suitable nursing and residential homes also contributed to delays in discharge. There was an average excess waiting time of 6 to 9 days for placement of group 2 and group 3 patients compared with group 1 patients ( Very few patients were placed in a private nursing home for the elderly mentally infirm, the policy being to place confused patients in ordinary nursing homes unless they have behavioural problems. In this area there is an excessive waiting time for elderly mentally infirm private nursing home places, now more than two months for some patients. This study suggests that the process of 'assessment and care management' has led to longer lengths of stay in geriatric medical wards. The cause for this is multi-factorial, including the availability of packages of care, co-operation of carers, delays in referral to the care manager, complexity of the procedure, funding difficulties, and delay in the care manager facilitating discharge. At the time of writing there are over 30 patients in the Department of Health Care for the Elderly at the Ulster Hospital awaiting placement. Rationalization and simplification of the present number of forms required for assessment and care management is needed, along with the provision of adequate social work time. 'Assessment and care management' should be considered from the first day of admission of an elderly patient.
